Little is known about the attitude of newly qualified doctors towards intimate examination of children. During the 2 course of a training day in child protection, an exercise was undertaken to ask Foundation doctors (FY2) what impact they thought genitalia examination had on children. These responses have been compared with the only systematic examination of the response of children and their parents to such examinations that has been published.
1
and legal 2 considerations have reduced some of the traditional opportunities to learn such examinations. There have been various efforts made to replace traditional approaches, ranging from simulators 3 to patient or volunteers acting as teachers 1 .
Little attention has been paid to the impact of this change on doctors' attitudes to examination of the genitalia of prepubertal children and there is relatively little information about children's views on genitalia examination nor on that of junior doctors.
Methods:
In the United Kingdom (including Northern Ireland) newly qualified doctors are enrolled for two years in a generic skills training rotation referred to as Foundation Training. Various arrangements have been made for formal training activities in different regions of the UK. In Northern Ireland all such Foundation Trainee Doctors have to attend eight mandatory training days and one of these is devoted to child protection.
During one such session the Foundation Doctors were asked about their opinions on what young children would feel about examination of the external genitalia. 41doctors attended this session, one of seven sessions on the topic of child protection for the cohort of 235 doctors in their 2 nd year of foundation training in 2010/2011.
The information about children's' views were taken from a study involving Norwegian children and their parents in 2007 4 . For this study the authors devised two scales, which were published in English translation in the original article. -Children's were asked to indicate on a 'smiley faces' scale (Fig   1) what they felt about the experience of examination. Parents were asked for their observations as to the degree of anxiety / restlessness on a scale ranging from 'none' to 'a whole lot'.
During the course of the session on Child Sexual Abuse the Foundation Doctors were asked to indicate on the same scales how they believed children would describe their experiences and how parents felt their children reacted during the examination.
Statistical Analysis was undertaken using WINPEPI. 5 Effect size was also calculated using WINPEPI.
results:
The data are presented in three ways: as scores and 95% confidence intervals; differences between groups were analysed by chi-squared analysis and effect sizes were calculated to summarise the size of the differences between groups scores and 95% confIdence Intervals
The results are summarised in Tables 1 and 2 . For ease of comparison the 95% confidence intervals for the comparisons are presented graphically in Figs 2 and 3. 
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chI squared analysIs
As indicated in Tables 1 and 2 , the difference between children's' views and doctors opinions was statistically significant as was the differences between parents opinions and doctors opinions.
effect sIze
The effect sizes for the difference between Children and FY2 doctors perceptions was calculated as Cohen's w = 0.68 (corrected for table size = 1.316). By Cohen's criteria 6 this is a large effect size. The effect size for the difference between FY2 doctors and parents was calculated as Cohen's w = 0.604 (corrected for table size = 1.073). By Cohen's criteria this also is a large effect size.
dIscussIon:
These findings suggest a significant gap between the views of children about intimate examination and the views of junior doctors, with junior doctors anticipating it will be experienced as producing more anxiety than it does produce. This discrepancy may result from a natural reluctance about intrusion into a private domain, a reluctance that may only be overcome with experience.
However it may also represent one of the consequences of the apparently restricted access to learning such examinations that may be the case in recent years. The study guide provided by the medical school which the vast majority of the doctors had attended defined intimate examinations as involving 'breast, external and internal female genitalia, penis, scrotum and rectum' and also says that such examination is 'Not appropriate' in Minor(s) (aged <18years) who are conscious and Gillick incompetent' and that "Students are always at liberty to refuse to examine a patient for educational purposes". 7 These findings parallel the findings about limited knowledge of anatomy of the genital area described for colleagues of this group in preceding years. 8 The existence of such an area about which doctors are not knowledgeable and are reluctant may be one of the factors producing a reluctance about engaging with child protection matters in general, for example by inducing a fear of stumbling across an area of which the individual doctor has little knowledge or experience. At the same time the limitations of the evidence needs to be recognised -the sample of children from whom the above values are taken were a small percentage of those approached, although the study in question has been described as "good science" 9 It may also be that attitudes to such examinations are different in the Norwegian population from which the original data comes. There is good evidence for different response styles (i.e. tendency to use the extremes or the middle values of a 
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The determinants of a patient's anxiety about a particular type of examination is likely to be related to characteristics of the examiner as well as that of the examinee 12 . It is possible that an unwarranted anticipation of anxiety may produce reluctance on the part of the examiner that will in turn make the examinee more anxious. Since the attitude of the parent is also likely to be one of the determinants of the child's response to such examination there is likely to be a group of interacting factors relevant. A review of the presence of parents during painful procedures suggests that their presence does not have any clear-cut advantage but there is no evidence to suggest it causes extra difficulties. 13 The factor that is most amenable to change is probably that of the doctor and the need to help doctors acquire attitudes which minimise patients discomfort with examination is likely to be a valuable contribution to doctors training, helping them overcome their fear that they "might break one".
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The author has no conflict of interest. Mucopolysaccharidosis type I is a lysosomal storage disorder that is caused by a deficiency of the lysosomal enzyme α-Liduronidase and it is inherited in an autosomal recessive manner. In affected individuals decreased activity of the α-Liduronidase leads to the accumulation of glycosaminoglycans (GAG) dermatan and heparan sulphate. This abnormal storage affects cellular functioning and ultimately causes multi organ involvement.
MPS I is a markedly heterogeneous disorder with a wide spectrum of disease. Historically it tended to be referred to as Hurler, Hurler Scheie and Scheie depending on the severity. These days we recognise that there is a lot of overlap and tend to view it as a spectrum. At the more attenuated end of the spectrum, intelligence is usually normal. Many paediatricians in Northern Ireland will be familiar with the severe end of the spectrum, commonly known as Hurler disease, as this is common in, though not confined to, the Irish Traveller community.
The more attenuated forms of the disorder may not be so familiar particularly as the facial appearance is very normal and so the possibility of an MPS disorder may not be apparent.
So what features should alert the clinicians to the possibility of MPS I? A very common presentation is clawing of the hands. This can come on at any time from childhood into adulthood.
(figure 1)
There can be stiffness of other joints so the possibility of juvenile arthritis may be considered. However x-ray changes should show the presence of dysotosis multiplex which is the hallmark of MPS disorders. There may be hip dysplasia which can be put down to Perthe's Disease though a full skeletal survey should show that the bone changes are more widespread.
There is also a very high incidence of carpal tunnel syndrome.
The possibility of MPS I should be considered in any young person presenting with carpal tunnel syndrome.
Patients may be found to have corneal clouding on a routine eye examination. They may also present with hearing loss. This can be conductive secondary to glue ear, sensorineural or a mixture of both.
A careful review of the medical history of MPS patients will often reveal a history of recurrent ENT infections. There may be a history of hernias which have required repair.
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Mucopolysaccharidosis Type I
InvestIgatIon If a diagnosis of MPS I is suspected then a sample of urine should be sent for GAG testing. It is very likely to show GAG's. If this is positive then a blood sample can be tested to look for α-L-iduronidase deficiency.
ManageMent
Patients with MPS I require multidisciplinary follow up co-ordinated by a specialist clinic. They should be sent o cardiology because of the risk of valvular involvement, ENT, ophthalmology and orthopaedics. Anaesthetics are more problematic in MPS I so anaesthetists need to be aware of the diagnosis before any surgery is undertaken. For patients with the sever Hurler form of the disease the treatment of choice is a bone marrow transplant with enzyme replacement therapy (ERT) prior to the transplant and for a limited time afterwards. ERT on its own is not a suitable treatment for severe MPS I as it does not cross the blood brain barrier and cannot prevent the neurocognitive decline seen in these patients. ERT is a suitable treatment for the more attenuated forms in which neurocognitive decline is not a feature.
As MPS I is inherited in an autosomal recessive manner it is important that families are offered genetic counselling. 
